and the cyst cavity was seen to represent an aneurysmal dilatation of thoracic duct or a cavity in communication with thoracic duct. The cyst was transfixed, oversewn and reinforced with a muscle flap. Histological examination revealed fibromuscular tissue with attenuated endothelial lining, consistent with a lymphatic cyst. She made an uneventful recovery. COMMENT Isolated aneurysm of thoracic duct has been reported after blunt fist injuryl, and chylous collection may follow minor stretching of the neck structures or even occur spontaneously26. Injury to the thoracic duct in thoracic or neck surgery can lead to chylothorax, unilateral or bilateral.
If there is a break in the skin, traumatic or iatrogenic, the collection will lead to a cutaneous fistula and lymphangioscintigraphy is then the investigation of choice. Computed tomographic scanning with enhancement also produces good imaging of the thoracic duct7. Thoracic duct injury in head and neck surgery is uncommon and is signalled by profuse milky collection. In the case reported here we postulate that the aneurysm was caused by a combination of hyperextension of cervical spine and raised intra-abdominal pressure by seat belt compression resulting in a sudden inflow of chyle.
The recommended treatment in high-output fistula (more than 600 mL per day) is operative correction8. After ligation of thoracic duct the proximal lymphovenous connections readily restore lymph circulation9. Sclerotherapy with tetracycline has also been suggestedl. In lowoutput fistulas conservative medical treatment is pre-ferredl1. Dietary modifications, with use of medium-chain triglycerides and nasogastric feeding, have been suggested but leucopenia and hypoalbuminaemia are potential hazards12. Benign duodenocolic fistula is rare, and we find no report of its causing rectal bleeding. We describe such a case.
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CASE HISTORY
A woman aged 63 was admitted under the care of haematologists with acute onset of profuse fresh rectal bleeding. In the past a T-cell lymphoma had been treated by chemotherapy and splenectomy and was in clinical remission. A colonoscopy performed four months before this admission for a similar complaint had shown a large ulcer at the hepatic flexure and she had undergone right hemicolectomy. None of the biopsy material showed adenocarcinoma or lymphoma and the ulcer was attributed to long-term ingestion of non-steroidal anti-inflammatory drugs. Postoperatively she had an anastomotic leak and a subhepatic abscess was drained percutaneously. During the current admission flexible sigmoidoscopy showed only large amounts of blood clot in the colon. Selective visceral angiography did not reveal any active bleeding points. Her clinical condition improved transiently Department of Surgery, Glan Clwyd Hospital, Bodelwyddan LL1 8 5UJ, UK Correspondence to: Mr V Balaji but she started bleeding again; colonoscopy showed only fresh blood clots. In view of her history the bleeding was thought to be arising from colonic ulceration. Oesophagogastroduodenoscopy showed an empty stomach and a large blood clot in the anterior wall of the second part of the duodenum, but even after clearance of this clot the bleeding source could not be identified. At laparotomy the second part of the duodenum was seen to be fistulizing to the previous ileocolic anastomosis through a small chronic abscess cavity. The bleeding was due to erosion of the fistula onto colic vessels in the mesocolon. After dissection of the fistula the duodenal defect was closed and the ileocolic anastomosis was resected and reanastomosed to healthy segments. On histological examination the resected specimen showed a chronic inflammatory reaction without any evidence of neoplastic infiltration. COMMENT Duodenocolic fistulae usually arise from infiltration of a transverse colonic tumour into duodenum (though about 20% of hepatic flexure tumours are adherent to duodenum very few actually fistulate into itl). In the reverse direction, duodenal carcinomas can fistulate into the colon2. Benign duodenocolic fistulae, extremely rare, are usually due to Crohn's disease3 but can also arise from penetrating duodenal ulcer4, gallstones and chronic cholecystitis5, rupture of pseudopancreatic cysts6, tuberculosis7, inflammatory colitis7, as a complication of gastroduodenal surgery8 and even spontaneously. In one case, metastasis from squamous cell carcinoma of oesophagus caused such a fistula10.
These patients usually present with severe intractable watery diarrhoea and malnutrition. Colonization of duodenum and small bowel with colonic flora sets up an inflammatory response and interferes with absorption. Radiologically the condition can be demonstrated by barium enema since pressure in the colon is higher than in the small bowel. Large fistulae can also be identified by barium meal follow-through.
The surgical treatment depends on the aetiology but usually includes dissection of the fistula. The options include simple closure of the duodenal and colonic defects if no other disease is found, right hemicolectomy and closure of the fistula, pyloric exclusion procedures, and staged repair with preliminary defunctioning colostomy.
